DOCUMENT RESUME 



ED 423 372 



CE 076 814 



AUTHOR 

TITLE 

INSTITUTION 
SPONS AGENCY 



ISSN 

PUB DATE 
NOTE 



PUB TYPE 

JOURNAL CIT 
EDRS PRICE 
DESCRIPTORS 



IDENTIFIERS 



Bradley, Janet 

Using COPE To Improve Quality of Care: The Experience of the 
Family Planning Association of Kenya. 

Population Council, New York, NY. 

Ford Foundation, New York, NY.; John D. and Catherine T. 
MacArthur Foundation, Chicago, IL. ; Rockefeller Foundation, 
New York, NY. 

ISSN- 109 7- 8 194 
1998-00-00 

2 8p . ; Introduction by Judith Bruce, Soledad Diaz, and Carlos 
Huezo; Afterword by Kalimi Mworia. Contains a one -page 
summary in both French and Spanish. 

Collected Works - Serials (022) -- Reports - Evaluative 

(142) 

Quality/Calidad/Qualite ,* n9 1998 
MF01/PC02 Plus Postage. 

Adults; Business Administration; *Change Strategies; 
Developing Nations; Evaluation Methods; ^Family Planning; 
Foreign Countries; Health Personnel; * Health Promotion; 
*Health Services; ^Organizational Development; Program 
Evaluation; *Self Evaluation (Groups) 

* Kenya 



ABSTRACT 



COPE (Client-Oriented, Provider-Efficient) methodology, a 
self-assessment tool that has been used in 35 countries around the world, was 
used to improve the quality of care in family planning clinics in Kenya. COPE 
involves a process that legitimately invests power with providers and 
clinic- level staff. It gives providers more control over their environment, 
more scope to take initiative, and more authority over logistics such as 
supplies and key aspects of finances. The COPE technique consists of four 
main components: self-assessment, client interviews, client flow analysis, 
and the plan of action. As a result of using COPE, staff and client needs are 
being met; better training is being provided; teamwork is encouraged; clients 
are viewed as customers with rights; and the COPE process is being carried up 
the organizational ladder to improve management throughout the system. 

Lessons learned in implementing the process include the following: (1) 

quality improvement cannot be legislated; (2) to achieve real change, 
management also must be willing to change; (3) staff at all levels are 
capable of assuming increased levels of responsibility and contributing to 
the process of change; (4) viewing clients as "customers" and understanding 
that they have rights serves to reframe the client-provider relationship; (5) 
improving the quality of services does not have to mean increased costs; and 
(6) by involving other organizations in the change process, the quality of 
services can be affected more broadly. (KC) 
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Quality /(Midad / Qmlite 



Quality! Calidad! Qualite, a publication of the Population Council, highlights examples 
of family planning and reproductive health programs that are providing unusually high 
quality care. This series is part of the Councils Robert H. Ebert Program on Critical 
Issues in Reproductive Health which, through scientific and practical efforts, seeks to 
improve and expand the scope and quality of reproductive health care. The philosophical 
foundation of the program, and of this series, is that women and their partners have a 
fundamental right to respectful treatment, information, choice, and follow-up from re- 
productive health care providers. The pamphlets reflect one of the four main thrusts of 
the program: enhancing the quality of family planning programs. 

Projects are selected for documentation in the Quality /C olid ad/ Qualite series by an 
Advisory Group made up of individuals who have a broad range of experience within the 
field of reproductive health and are committed to improving the quality of sendees. These 
projects are making important strides in one or more of the following ways: broadening 
the choice of contraceptive methods and technologies available; providing the informa- 
tion clients need to make informed choices and better manage their own health care; 
strengthening the quality of client/provider interaction and encouraging continued con- 
tact between providers and clients; making innovative efforts to increase the management 
capacity and broaden the skills of sendee providers at all levels; expanding the constella- 
tion of sendees and information provided beyond those conventionally defined as “family 
planning”; and reaching underserved and disadvantaged groups with reproductive health 
care sendees. 

None of the projects documented in the series is being offered as a model for repli- 
cation. Rather, each is presented as an unusually creative example of values, objectives, 
and implementation. These are “learning experiences” that demonstrate the self-critical 
attitude required to anticipate clients' needs and find affordable means to meet them. 
This reflective posture is exemplified by a willingness to respond to changes in clients' 
needs as well as to the broader social and economic transformations affecting societies. 
Documenting the critical choices these programs have made should help to reinforce, in 
practical terms, the belief that an individual's satisfaction with reproductive health care 
sendees is strongly related to the achievement of broader health and population goals. 
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Using COPE to Improve Quality of Care 
The Experience of the 
Family Planning Association of Kenya 



by Janet Bradley 

Introduction by Judith Bruce, Soledad Diaz, 
and Carlos Huezo 
Afterword by Kalimi Mworia 



A Note to the Reader: This is the first of several editions of Quality /Calidad/Qualite 
that will describe methodologies designed to assist family planning program managers 
and staff to self -assess the quality of services they are providing . These tools give program 
sponsors an opportunity to identify shortfalls in their service environment and propose 
solutions . In this issue , we focus on AVSC International's COPE ( client-oriented , pro- 
vider-efficient) methodology , a self-assessment tool that has now been used in 35 countries 
around the world. 



Introduction 



The 1994 International Conference on Population and Development (ICPD) advocated a cli- 
ent-centered approach to the delivery of services — placing individual needs at the center of all family 
planning and reproductive health programs. Ultimately, the front-line providers of care are the ones 
who bear the responsibility for translating the language of Cairo into action. In adopting a client- 
centered approach, providers now need to be aware of their clients’ social context and individual 
needs, as well as being respectful of their rights and their ability to make informed decisions. How- 
ever, more often than not, nothing in the training providers receive, let alone the structure within 
which they work, has prepared them to operate in this fashion. Furthermore, when no one is respect- 
ful of the providers’ capabilities or rights, how can they be expected to relate empathetically to, and 
be concerned about the rights of their clients? 

Program management bears the responsibility for many of the limitations exhibited by clinic 
personnel. Not only do providers receive insufficient or inadequate training and technical guidelines, 
but supervisors often take a critical stance, addressing only issues of technical competence and achieve- 
ment of quantitative program goals. Clinic staff are routinely excluded from contributing to the defi- 
nition of policies and strategies; their opinions and concerns are rarely sought and routinely over- 
looked. Yet, at the end of the day, they take the blame for shortfalls in program performance and the 
resulting poor quality of care. 

AVSC Internationals COPE methodology, and the bold and sometimes punishing applications 
it has been put through by the Family Planning Association of Kenya (FPAK), provide a wonderful 
example of what the process of improving care really looks like. It looks like experimentation. It looks 
like recognition of past, system-wide failures — without assigning blame. And it looks like a willing- 
ness to start over, to try again, and to continue moving ahead. 

Although COPE may not be the only way to actively involve providers in determining how care 
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improved, it is an approach that has a demonstrated ability to move individuals and organiza- 



A 



tions in the direction of developing practical solutions to a wide range of problems. In the Kenyan 
example presented here, COPE has been applied with flexibility and imagination. Top managers 
have had to loosen their control of the methodology, with the result that clinic-level staff have come 
to see COPE as their own tool, one that they can modify and that they can employ in order to better 
serve their clients and increase their own level of job satisfaction. 

COPE involves a process that legitimately invests power with providers and clinic-level staff, 
and is based on the notion of clients' rights. It gives providers more control over their environment, 
more scope to take initiative, and more authority over logistics such as supplies and key aspects of 
finances. In sum, it allows them to make judgments and take responsibility outside of strict hierarchi- 
cal boundaries. Second, it allows providers to feel a natural identification with their clients, to under- 
stand their sense of powerlessness, exclusion, and frustration. Providers are sometimes clients them- 
selves, and many have chosen to work in a service profession because they want to help others. 
Unfortunately, to date, few management techniques have recognized or built upon this natural affin- 
ity. The use of COPE has also fostered a willingness to talk openly about several former “unmention- 
ables”: for example, the poor levels of protection against infection found in many family planning 
clinics and program emphasis on longer-term, often invasive modern methods such as the IUD, 
injectables, and permanent voluntary surgical contraception, in an environment of increasing levels 
of sexually transmitted infections (STIs) including HIV/AIDS. 

On paper, COPE appears to be clinic-centered, thus leading to the question, how can COPE 
exercises, which are conducted in individual clinics, bring about systematic change? Use of COPE is 
nevertheless validating the rhetoric of ICPD, reinforcing messages that are starting to seep out across 
the landscape: the importance of method choice, the importance of offering more complete informa- 
tion, the importance of confidentiality and the individuals right to privacy, and the fundamental 
importance of safe care. In Kenya, this process is exemplified by close cooperation between FPAK 
and the Ministry of Health and the generally comfortable association between government and non- 
governmental organizations in an atmosphere conducive to experimentation. (Kenya was also the 
country where the first situation analysis study was carried out.) The result is that these self-assess- 
ment exercises are, in fact, resulting in system-wide quality improvement. The commitment and 
enthusiasm of the sponsoring organization to allow the process of change to move forward, and its 
enthusiasm for the COPE process has allowed a potentially limited self-assessment exercise to be- 
come a dynamic force of change affecting the entire health system. Today, quality improvement is 
not only a key element in FPAKs strategic plan, but also in the 1995 National Implementation Plan 
for Family Planning of the Kenyan Ministry of Health (MOH). 

Ultimately, the strength of the process is a testimony to the honesty of service providers and their 
capacity to become the engines of change. Long after the impact studies of quality of care are finished, 
the priorities of donors have shifted, and the conclusions of international conferences are forgotten, the 
enduring focal point for change will remain the providers themselves. These are people who simply 
want to wake up in the morning and feel good about going to work and doing a job that they know is 
useful and appreciated. Thus COPE is hitting just the right pitch in terms of mobilizing clinic staff as a 
constituency for improved care and for a more humane and responsive health system. 
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The Family Planning Association of 
Kenya 

The Family Planning Association of Kenya 
(FPAK) began in 1961 as a group of volunteers 
seeking to raise awareness about family planning 
within the government and the community. That 
year, FPAK became the first family planning as- 
sociation in Africa to join the International 
Planned Parenthood Federation (IPPF). By 1969, 
FPAK opened its first model clinic and began 
recruiting staff Progress was slow: Throughout 
the 1970s, the focus of activities was on educat- 
ing and motivating women to use contraceptives. 

By the end of the 1970s, an increasing num- 
ber of women began using family planning meth- 
ods and, during the 1980s, the role and coverage 
of government and mission hospitals increased 
substantially. FPAK was able, therefore, to diver- 
sify its activities, and experiment with specific pro- 
gram components such as services for youth and 
for men; community-based distribution (CBD) 
programs; development of information, educa- 
tion, and communication (IEC) strategies; im- 
provement of service quality; and expansion of 
reproductive health programming. These activi- 



ties, as well as the subsequent introduction of 
COPE, were frequently undertaken with the sup- 
port of the Kenyan Ministry of Health (MOH). 
“FPAK is independent, but is seen as a sort of 
arm of the Ministry of Health,” says Jane Asila, 
Senior Trainer in the MOH Division of Family 
Health. “If we want to explore new areas, then 
FPAK is always willing to pilot-test for us, to try 
new things, and to evaluate new strategies.” 

FPAK now operates with an annual budget 
of more than 300 million Kenya shillings (US$5 
million) and a full-time paid staff of 250 (most of 
whom support the CBD program in the field; 100 
work in the clinics). FPAK has a varied program, 
yet more than 50 percent of its budget is still re- 
served for family planning services. The organi- 
zation supports 14 reproductive health clinics that 
offer family planning, Pap smear screening, preg- 
nancy testing, breast examination, and screening 
(including laboratory testing) and treatment of 
sexually transmitted infections (STIs). In addition, 
three new clinics funded under the IPPF s Vision 
2000 program are offering services exclusively for 
men. FPAK offers CBD services through a net- 
work of over 1,000 volunteers working in 21 sites 
throughout the country and manages two advice 
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centers for young people. A recent initiative is 
the gender project through which FPAK, together 
with Plan International, is developing an advo- 
cacy program to address such issues as early mar- 
riage and female genital mutilation. Efforts to 
develop a postabortion care program within the 
organization are also under way. 

During the 1980s, FPAK forged an alliance 
with the New York-based nongovernmental or- 
ganization (NGO), AVSC International, to intro- 
duce such clinical innovations as minilaparotomy 
under local anesthesia. In time, FPAK became a 
key clinical training center for the introduction 
of new technologies, including Norplant® contra- 
ceptive implants. Subsequent FPAK and AVSC 
evaluations of the care offered in delivery of these 
new technologies, however, revealed shortfalls in 
both technical and interpersonal aspects of care. 
This evaluation took place during a time when 
criteria for program success were beginning to 
be defined in terms of what clients were actually 
receiving rather than in terms of the range of tech- 
nologies offered. Clearly, there was a need to train 
both a wider range of practitioners and expand 
the content of the training itself to include more 
than technical skills. 

Early Attempts At Improving Quality 
of Care 

“I think we first started talking about qual- 
ity of care in the mid-1980s,” says Godwin Mzen- 
ge, Executive Director of FPAK in Nairobi. “We 
had always prided ourselves on providing high- 
quality services, but we realized that there were 
gaps: We were not fully prepared for dealing with 
the HIV epidemic and related safety concerns; 
we did not have defined basic standards of care; 
we didn't do enough quality counseling; clients 
were waiting a long time in the clinics; we real- 
ized that there were many medical barriers. We 
knew we needed to do something, but what?” 

One of the first attempts to improve quality 
was to look at client waiting times, using a client 
flow analysis (CFA) in five FPAK clinics. 4t We used 
the Centers for Disease Control (CDC) computer 
program and indeed identified waiting times as a 
major problem,” says Dr. Isaac Achwal, Senior Pro- 
gram Manager with FPAK. “However, as we didn't 
have a computer and, as the process was so com- 
plex, we couldn't repeat the CFA widely and had 

)andon it. We needed something simpler that 



staff could use themselves on an ongoing basis.” 

In 1986, FPAK organized its first quality 
improvement meeting for program officers and 
service providers, but the outcome was less than 
encouraging. “We decided to start to look at our 
problems, but all we achieved was everyone blam- 
ing everyone else. The supervisors blamed the 
clinics, the clinics blamed the supplies depart- 
ment, the supplies department blamed the area 
managers, the area managers blamed the doctors, 
and the doctors blamed the nurses. Everyone had 
a story about someone else and nobody had any- 
thing constructive to say or understood anyone 
else's constraints.” The search for someone to 
blame made staff defensive, and it quickly became 
clear that there was a basic lack of trust among 
them; people were afraid to make decisions or 
take responsibility. 

Other early attempts at a solution revolved 
around developing guidelines and basic standards 
for clinical practice, developing counseling cur- 
ricula, training staff, and developing supervisory 
checklists. Around this time, FPAK also devel- 
oped a logo stating that “A client is always right,” 
but the effort remained rhetorical and mechani- 
cal. FPAK annual meetings duly focused on qual- 
ity yet, despite initial enthusiasm among the staff, 
no one could agree upon a definition of “quality 
improvement'' and no sense of collective effort 
emerged. Dr. Achwal and his colleagues realized 
that they needed to rethink their approach and 
develop a nonthreatening framework for the dis- 
cussion of problems. Dr. Achwal now recalls that 
they were, in fact, “trying to legislate quality.” 

“The area managers (regional supervisors) 
were not even invited to the annual planning 
meetings at first,” says Godwin Mzenge. “They 
felt left out and were unsupportive of the changes 
that clinic staff were trying to make. Besides, the 
idea of focusing everything on the client ignored 
the needs of the providers; in effect, [this focus] 
continued to ‘blame' the providers for the inad- 
equacies of the program.” This divisiveness was 
inadvertently fueled by a decision to use staff from 
“good” clinics to help other clinics. It was at this 
point that FPAK began to realize that people were 
not the problem . Rather, the problem was the 
unsupportive, overly centralized and sometimes 
punitive system in which they worked which cre- 
ated an atmosphere in which issues could not be 
frankly discussed nor could imaginative changes 
be proposed. 
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